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b. The provider shall complete Form 470-2579, Application for Authorization to Make Pre-
sumptive Medicaid Eligibility Determinations, and submit it to the department for approval in order to
become certified as a provider qualified to make presumptive eligibility determinations.  Once the pro-
vider has been approved as a provider qualified to make presumptive Medicaid eligibility determina-
tions, Form 470-2582, Memorandum of Understanding Between the Iowa Department of Human Ser-
vices and a Qualified Provider, shall be signed by the provider and the department.

c. Once the qualified provider has made a presumptive eligibility determination for a pregnant
woman, the provider shall:

(1) Contact the department to obtain a state identification number for the pregnant woman who
has been determined presumptively eligible.

(2) Notify the department in writing of the determination within five working days after the date
the presumptive determination is made.  A copy of the Presumptive Medicaid Eligibility Notice of De-
cision, Form 470-2580, shall be used for this purpose.

(3) Inform the pregnant woman in writing, at the time the determination is made, that if she chose
not to apply for Medicaid on the Health Services Application, Form 470-2927, she has until the last day
of the month following the month of the preliminary determination to file an application with the de-
partment.  A Presumptive Medicaid Eligibility Notice of Decision, Form 470-2580, shall be issued by
the qualified provider for this purpose.

(4) Forward copies of the Health Services Application, Form 470-2927, to the appropriate offices
for eligibility determinations if the pregnant woman indicated on the application that she was applying
for any of the other programs listed on the application.  These copies shall be forwarded within two
working days from the date of the presumptive determination.

d. In the event that a pregnant woman needing prenatal care does not appear to be presumptively
eligible, the qualified provider shall inform the pregnant woman that she may file an application at the
local department office if she wishes to have a formal determination made.

e. Presumptive eligibility shall end under any of the following conditions:
(1) The woman fails to file an application for Medicaid in accordance with rule 441—76.1(249A)

by the last day of the month following the month of the presumptive eligibility determination.
(2) The woman files a Medicaid application by the last day of the month following the month of

the presumptive eligibility determination and has been found ineligible for Medicaid.
(3) Rescinded IAB 5/1/91, effective 7/1/91.
f. The adequate and timely notice requirements and appeal rights associated with an application

that is filed pursuant to rule 441—76.1(249A) shall apply to an eligibility determination made on the
Medicaid application.  However, notice requirements and appeal rights of the Medicaid program shall
not apply to a woman who is:

(1) Denied presumptive eligibility by a qualified provider.
(2) Determined to be presumptively eligible by a qualified provider and whose presumptive eligi-

bility ends because the woman fails to file an application by the last day of the month following the
month of the initial presumptive eligibility determination.

(3) Rescinded IAB 5/1/91, effective 7/1/91.
g. A woman shall not be determined to be presumptively eligible for Medicaid more than once

per pregnancy.
75.1(31)   Persons and families terminated from the family medical assistance program (FMAP)

due to the increased earnings of the specified relative in the eligible group.  Medicaid shall be available
for a period of up to 12 additional months to families who are canceled from FMAP as provided in
subrule 75.1(14) because the specified relative of a dependent child receives increased income from
employment.
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For the purposes of this subrule, “family” shall mean individuals living in the household whose
needs and income were included in determining the FMAP eligibility of the household members at the
time that the FMAP benefits were terminated.  “Family” also includes those individuals whose needs
and income would be taken into account in determining the FMAP eligibility of household members if
the household were applying in the current month.

a. Increased income from employment includes:
(1) Beginning employment.
(2) Increased rate of pay.
(3) Increased hours of employment.
b. In order to receive transitional Medicaid coverage under these provisions, an FMAP family

must have received FMAP during at least three of the six months immediately preceding the month in
which ineligibility occurred.

c. The 12 months’ Medicaid transitional coverage begins the day following termination of
FMAP eligibility.

d. When ineligibility is determined to occur retroactively, the transitional Medicaid coverage be-
gins with the first month in which FMAP eligibility was erroneously granted, unless the provisions of
paragraph “f”  below apply.

e. Rescinded IAB 8/12/98, effective 10/1/98.
f. Transitional Medicaid shall not be allowed under these provisions when it has been deter-

mined that the recipient received FMAP in any of the six months immediately preceding the month of
cancellation as the result of fraud.  Fraud shall be defined in accordance with Iowa Code Supplement
section 239B.14.

g. During the transitional Medicaid period, assistance shall be terminated at the end of the first
month in which the eligible group ceases to include a child, as defined by the family medical assistance
program.

h. If the family receives transitional Medicaid coverage during the entire initial six-month period
and has returned, by the twenty-first day of the fourth month, a complete Notice of Decision/Quarterly
Income Report, Form 470-2663, Medicaid shall continue for an additional six months, subject to para-
graphs “g”  and “i” of this subrule.

i. Assistance shall be terminated at the close of the first or fourth month of the additional six-
month period if any of the following conditions exist:

(1) The family fails to return the Notice of Decision/Quarterly Income Report, Form 470-2663, by
the twenty-first day of the first month or the fourth month of the additional six-month period, unless the
family establishes good cause for failure to report on a timely basis.  Good cause for failure to return the
report timely shall be established when the family demonstrates one or more of the following condi-
tions exist:

1. There was a serious illness or death of the recipient or a member of the recipient’s family.
2. There was a family emergency or household disaster, such as a fire, flood, or tornado.
3. The recipient offers a good cause beyond the recipient’s control.
4. There was a failure to receive the department’s notification for a reason not attributable to the

recipient.  Lack of a forwarding address is attributable to the recipient.
(2) The specified relative had no earnings in one or more of the previous three months, unless the

lack of earnings was due to an involuntary loss of employment, illness, or there were instances when
problems could negatively impact the client’s achievement of self-sufficiency as described at
441—subrule 93.133(4).

(3) It is determined that the family’s average gross earned income, minus child care expenses for
the children in the eligible group necessary for the employment of the specified relative, during the
immediately preceding three-month period exceeds 185 percent of the federal poverty level as defined
by the United States Office of Management and Budget and revised annually in accordance with Sec-
tion 673(2) of the Omnibus Budget Reconciliation Act of 1981.
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j. These provisions apply to specified relatives defined at paragraph 75.55(1)“a,”  including:
(1) Any natural or adoptive parent who is in the home.  This includes parents who are included in

the eligible group as well as those who are not.
(2) A stepparent who is included in the eligible group and who has assumed the role of the caretak-

er relative due to the absence or incapacity of the parent.
(3) A needy specified relative who is included in the eligible group.
k. The timely notice requirements as provided in 441—subrule 76.4(1) shall not apply when it is

determined that the family failed to meet the eligibility criteria specified in paragraph “g”  or “i”
above.  Transitional Medicaid shall be terminated beginning with the first month following the month
in which the family no longer met the eligibility criteria.  An adequate notice shall be provided to the
family when any adverse action is taken.

75.1(32)   Persons and families terminated from refugee cash assistance (RCA) because of income
earned from employment.  Refugee medical assistance (RMA) shall be available as long as the eight-
month limit for the refugee program is not exceeded to persons who are receiving RMA and who are
canceled from the RCA program solely because a member of the eligible group receives income from
employment.

a. An RCA recipient shall not be required to meet any minimum program participation time
frames in order to receive RMA coverage under these provisions.

b. A person who returns to the home after the family became ineligible for RCA may be included
in the eligible group for RMA coverage if the person was included on the assistance grant the month the
family became ineligible for RCA.

75.1(33)   Qualified disabled and working persons.  Medicaid shall be available to cover the cost of
the premium for Part A of Medicare (hospital insurance benefits) for qualified disabled and working
persons.

a. Qualified disabled and working persons are persons who meet the following requirements:
(1) The person’s monthly income does not exceed 200 percent of the federal poverty level applica-

ble to the family size involved.
(2) The person’s resources do not exceed twice the maximum amount allowed under the supple-

mental security income (SSI) program.
(3) The person is not eligible for any other Medicaid benefits.
(4) The person is entitled to enroll in Medicare Part A of Title XVIII under Section 1818A of the

Social Security Act (as added by Section 6012 of OBRA 1989).
b. The amount of the person’s income and resources shall be determined as under the SSI pro-

gram.
75.1(34)   Specified low-income Medicare beneficiaries.  Medicaid shall be available to persons

who are entitled to hospital insurance under Part A of Medicare to cover the cost of the Medicare Part B
premium, provided the following conditions are met:

a. The person’s monthly income exceeds 100 percent of the federal poverty level but is less than
the following percentage of the federal poverty level (as defined by the United States Office of Man-
agement and Budget and revised annually in accordance with Section 673(2) of the Omnibus Budget
Reconciliation Act of 1981) applicable to a family of the size involved:

(1) 110 percent effective January 1, 1993.
(2) 120 percent effective January 1, 1995, and thereafter.
b. The person’s resources do not exceed twice the maximum amount of resources that a person

may have and obtain benefits under the Supplemental Security Income (SSI) program.
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c. The amount of income and resources shall be determined as under the SSI program unless the
person lives and is expected to live at least 30 consecutive days in a medical institution and has a spouse
at home.  Then the resource determination shall be made according to subrules 75.5(3) and 75.5(4).
Income shall not include any amount of social security income attributable to the cost-of-living in-
crease through the month following the month in which the annual revision of the official poverty level
is published.

d. The effective date of eligibility shall be as set forth in rule 441—76.5(249A).
75.1(35)  Medically needy persons.
a. Coverage groups.  Subject to other requirements of this chapter, Medicaid shall be available to

the following persons:
(1) Pregnant women.  Pregnant women who would be eligible for FMAP-related coverage groups

except for excess income or resources.  For FMAP-related programs, pregnant women shall have the
unborn child or children counted in the household size as if the child or children were born and living
with them.

(2) FMAP-related persons under the age of 19.  Persons under the age of 19 who would be eligible
for an FMAP-related coverage group except for excess income or resources.

(3) CMAP-related persons under the age of 21.  Persons under the age of 21 who would be eligible
in accordance with subrule 75.1(15) except for excess income or resources.

(4) SSI-related persons.  Persons who would be eligible for SSI except for excess income or re-
sources.

(5) FMAP-specified relatives.  Persons whose income or resources exceed the family medical as-
sistance program’s limit and who are a specified relative as defined at subrule 75.55(1) living with a
child who is determined dependent (or would be if needy) because the child is deprived of parental
support or care.

b. Resources and income of all persons considered.
(1) Resources and income of all specified relatives and of all potentially eligible individuals living

together, except as specified at subparagraph 75.1(35)“b” (2) or who are excluded in accordance with
the provisions of rule 441—75.59(249A), shall be considered in determining eligibility.

(2) The amount of income of the responsible relative that has been counted as available to an
FMAP household or SSI individual shall not be considered in determining the countable income for the
medically needy eligible group.

(3) The resource determination shall be according to subrules 75.5(3) and 75.5(4) when one
spouse is expected to reside at least 30 consecutive days in a medical institution.

c. Resources.
(1) The resource limit for SSI-related households shall be $10,000 per household.
(2) Disposal of resources for less than fair market value by SSI-related applicants or recipients

shall be treated according to policies specified in rule 441—75.23(249A).
(3) The resource limit for FMAP- or CMAP-related persons shall be $10,000 per household.  Re-

sources shall be considered according to department of public health 641—subrule 75.4(2) when de-
termining eligibility.

(4) The resources of SSI-related persons shall be treated according to SSI policies.
(5) When a resource is jointly owned by SSI-related persons and FMAP-related persons, the re-

source shall be treated according to SSI policies for the SSI-related person and according to FMAP
policies for the FMAP-related persons.

d. Income.  All unearned and earned income, unless specifically exempted, disregarded, de-
ducted for work expenses, or diverted shall be considered in determining initial and continuing eligi-
bility.
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(1) Income policies specified in subrules 75.57(1) through 75.57(8), and paragraphs 75.57(9)“c,”
“g,” “h,”  and “i”  regarding treatment of earned and unearned income are applied to FMAP-related
and CMAP-related persons when determining initial eligibility and the two-step process for determin-
ing continuing eligibility unless otherwise specified.  The three-step process for determining initial
eligibility and the two-step process for determining ongoing eligibility, as described at rule
441—75.57(249A), shall not apply to medically needy persons.

(2) Income policies as specified in federal SSI regulations regarding treatment of earned and un-
earned income are applied to SSI-related persons when determining initial and continuing eligibility.

(3) The monthly income shall be determined prospectively unless actual income is available.
(4) The income for the certification period shall be determined by adding both months’ net income

together to arrive at a total.
(5) The income for the retroactive certification period shall be determined by adding each month

of the retroactive period to arrive at a total.
e. Medically needy income level (MNIL).
(1) The MNIL is based on 133 1/3 percent of the schedule of basic needs, as provided in subrule

75.58(2), with households of one treated as households of two, as follows:
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Number of Persons 1 2 3 4 5 6 7 8 9 10

MNIL $483 $483 $566 $666 $733 $816 $891 $975 $1058 $1158

Each additional person $116
(2) When determining household size for the MNIL, all potential eligibles and all individuals

whose income is considered as specified in paragraph 75.1(35)“b”  shall be included unless the person
has been excluded according to the provisions of rule 441—75.59(249A).

(3) The MNIL for the certification period shall be determined by adding both months’ MNIL to
arrive at a total.

The MNIL for the retroactive certification period shall be determined by adding each month of the
retroactive period to arrive at a total.

(4) The total net countable income for the certification period shall be compared to the total MNIL
for the certification period based on family size as specified in subparagraph (2).

If the total countable net income is equal to or less than the total MNIL, the medically needy individ-
uals shall be eligible for Medicaid.

If the total countable net income exceeds the total MNIL, the medically needy individuals shall not
be eligible for Medicaid unless incurred medical expenses equal or exceed the difference between the
net income and the MNIL.

(5) Effective date of approval.  Eligibility during the certification period or the retroactive certifi-
cation period shall be effective as of the first day of the first month of the certification period or the
retroactive certification period when the medically needy income level (MNIL) is met.
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f. Verification of medical expenses to be used in spenddown calculation.  The applicant or recipi-
ent shall submit evidence of medical expenses that are for noncovered Medicaid services and for cov-
ered services incurred prior to the certification period on the Medical Expense Verification, Form
470-1932, which shall be completed by the medical provider.  In cases where the provider is uncoop-
erative or where returning to the provider would constitute an unreasonable requirement on the appli-
cant or recipient, the form shall be completed by the worker.  Verification of medical expenses for the
applicant or recipient that are covered Medicaid services and occurred during the certification period
shall be submitted by the provider to the fiscal agent on a claim form.  The applicant or recipient shall
inform the provider of the applicant’s or recipient’s spenddown obligation at the time services are ren-
dered or at the time the applicant or recipient receives notification of a spenddown obligation.  Verifica-
tion of allowable expenses incurred for transportation to receive medical care as specified in rule
441—78.13(249A) shall be verified on Form 470-0394, Medical Transportation Claim.

Applicants who have not established that they met spenddown in the current certification period
shall be allowed 12 months following the end of the certification period to submit medical expenses for
that period or 12 months following the date of the notice of decision when the certification period had
ended prior to the notice of decision.

g. Spenddown calculation.
(1) Medical expenses that are incurred during the certification period may be used to meet spend-

down.  Medical expenses incurred prior to a certification period shall be used to meet spenddown if not
already used to meet spenddown in a previous certification period and if all of the following require-
ments are met.  The expenses:

1. Remain unpaid as of the first day of the certification period.
2. Are not Medicaid-payable in a previous certification period or the retroactive certification pe-

riod.
3. Are not incurred during any prior certification period with the exception of the retroactive peri-

od in which the person was conditionally eligible but did not meet spenddown.
Notwithstanding numbered paragraphs “1” through “3” above, paid medical expenses from the ret-

roactive period can be used to meet spenddown in the retroactive period or in the certification period
for the two months immediately following the retroactive period.

(2) Order of deduction.  Spenddown shall be adjusted when a bill for a Medicaid-covered service
incurred during the certification period has been applied to meet spenddown if a bill for a covered ser-
vice incurred prior to the certification period is subsequently received.  Spenddown shall also be ad-
justed when a bill for a noncovered Medicaid service is subsequently received with a service date prior
to the Medicaid-covered service.  Spenddown shall be adjusted when an unpaid bill for a Medicaid-
covered service incurred during the certification period has been applied to meet spenddown if a paid
bill for a covered service incurred in the certification period is subsequently received with a service
date prior to the date of the notice of spenddown status.

If spenddown has been met and a bill is received with a service date after spenddown has been met,
the bill shall not be deducted to meet spenddown.

Incurred medical expenses, including those reimbursed by a state or political subdivision program
other than Medicaid, but excluding those otherwise subject to payment by a third party, shall be de-
ducted in the following order:

1. Medicare and other health insurance premiums, deductibles, or coinsurance charges.
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EXCEPTION:  When some of the household members are eligible for full Medicaid benefits under the
Health Insurance Premium Payment Program (HIPP), as provided in rule 441—75.21(249A), the
health insurance premium shall not be allowed as a deduction to meet the spenddown obligation of
those persons in the household in the medically needy coverage group.

2. An average statewide monthly standard deduction for the cost of medically necessary personal
care services provided in a licensed residential care facility shall be allowed as a deduction from in-
come for spenddown.  These personal care services include assistance with activities of daily living
such as preparation of a special diet, personal hygiene and bathing, dressing, ambulation, toilet use,
transferring, eating, and managing medication.

The average statewide monthly standard deduction for personal care services shall be based on the
average per day rate of health care costs associated with residential care facilities participating in the
state supplementary assistance program for a 30.4-day month as computed in the Unaudited Compila-
tion of Cost and Statistical Data for Residential Care Facilities (Category:  All; Type of Care:  Residen-
tial; Location:  All; and Type of Control:  All).  The average statewide standard deduction for personal
care services used in the medically needy program shall be updated and effective the first day of the
first month beginning two full months after the release of the Unaudited Compilation of Cost and Sta-
tistical Data for Residential Care Facilities report.

3. Medical expenses for necessary medical and remedial services that are recognized under state
law but not covered by Medicaid.

4. Medical expenses for necessary medical and remedial services that are covered by Medicaid.
(3) When incurred medical expenses have reduced income to the applicable MNIL, the individu-

als shall be eligible for Medicaid.
(4) Medical expenses reimbursed by a public program other than Medicaid prior to the certifica-

tion period shall not be considered a medical deduction.
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